such great value as some of the speakers maintained who introduced this discussion.
Dr. Roberts had in certain cases performed either Gilliam's operation or a ventrifixation. He did the former in young women, and fixation only after the child-bearing period had ceased. As regards results, there had been no complications with subsequent child-birth after Gilliam's method. In old women, fixation of the uterus was not without its risks. Dr. Roberts had performed it thirty-one times with two deaths; in both of these there had been lung complications which ended fatally. In one curious case malignant disease supervened in a uterus which had been " fixed " up to the abdominal wall nine years previously. The cancer affected the uterine body and had involved a considerable area of the anterior abdominal wall. The uterus was removed altogether with the affected parietes to which it was fixed. The sutures used had been kangaroo tendon. Dr. Cuthbert Lockyer had assisted Dr. Roberts at the operation. The disease was columnar-celled carcinoma of the body of the uterus. The woman recovered. Profuse haemorrhage and pain were the symptoms that led to the operation.
Dr. Roberts asked Dr. Giles what symptoms led him to think it necessary to perform " the specific operation of hysteropexy." Surely 508 hysteropexy operations seemed a very large total from 1009 to 1912. Dr. Roberts's cases only amounted to 31 hysteropexies in all, and even with these some variety of perineal plastic operation had been necessary. If there were symptoms and indications for the operation, surely such conditions must be clearly defined before it could -be recommended or so extensively practised.
Dr. Roberts concluded his remarks with the opinion that, because a uterus was retroverted, operation was iot necessarily indicated at all, and that for the relief of prolapse and procidentia plastic vagino-perineal operations were in many cases sufficient.
If suspension or fixation operations were frequently performed, the symptoms leading to interference should be well marked enough to justify their performance. Dr. Roberts had found that Gilliam's operation was not always successful, and he thought that ventrifixation was not often necessary; if it were, it should be used in combination with operations that tended to cure the descent of the pelvic floor, and in women past the child-bearing period.
Mr. BECKWITH WHITEHOUSE said that although he could not lay claim to the large experience of other speakers, particularly as regards the after-results of various operations for fixation of the uterus, yet the few observations that he had been able to make might be of some interest to the Section. In the first place, he would like to emphasize the fact that in his opinion too many operations were performed for simple uterine displacements. The tendency was growing, at any rate in some centres, to fix a uterus for what he considered were quite inadequate causes. One reason for this was the fact that displacements are extremely frequent, and practitioners are liable to think that pelvic pain of any and every description can be relieved or cured by correcting this displacement by operative means. In the second place, the technique is not particularly difficult, and there is not the same hesitation in recommending the procedure as for a more serious operation. He would like to state that in his experience fixation of the uterus does not cure a great many of these patients suffering from pelvic pain, and unless more care is exercised in the choice of cases the operations are liable to be brought into discredit.
The last few years have been remarkable in the number of different operative procedures that have been brought forward for attaining the same end. Quite a short time ago he had been taught to remedy a displaced uterus by fixing it to the abdominal wall, but he had since learnt that the result of this operation was not always an unmixed blessing to the patient. On one occasion, at least, he had seen intestinal obstruction produced by a band between the uterus and the abdominal scar. Furthermore, even when a -uterus is firmly fixed in this position, it is not infrequent to see puckering of the abdominal wound and to hear the patient complain of much " dragging" sensation and pelvic discomfort.
Of the intra-abdominal methods advocated within recent years, his own preference is for the "sling" operation of Clarence Webster, in which a loop of each round ligament is drawn through a hole made in the corresponding broad ligament and sutured to its fellow and to the posterior wall of the uterus. For this operation to be effective and safe, it is important that several technical points be followed closely. In the first place, there is considerable tension upon the two ligaments, and therefore strong silk should be used to suture the tissues. Secondly, it is most important to suture each liganment to the uterine wall and not to rely upon the " sling " formed by suturing them together. The nonobservance of these two points was the cause of two accidents that arose in the earlier cases treated by this method by Dr.' Thomas Wilson and himself. Jn the case of both patients, catgut was used instead of silk, and the round ligaments were not sutured to the uterine wall. Intestinal obstruction occurred in each through a loop of small intestine becoming constricted between the round ligaments and the uterus. One patient recovered after a second operation to relieve the obstruction; the other, unfortunately, died-a very serious " contretemps " when one considers that the procedure is after all an "operation de complaisance." This risk can, however, be entirely obviated by adherence to the technique previously mentioned.
As regards the-after-history of this operation, personally he was not in a position to quote figures, as at the General Hospital, Birming-Uterus removed eighteen months after the operation of posterior ligamento. pexy by Clarence Webster's m~thod. T4e figure shows the firm adhesion of the round ligaments to the posterior wall o'f the uterus. The left appendages were removed at the first operation and salpingostomy was performed upon the right Fallopian tube. ham, the operation had only been adopted for about the last two and a half years, and it was too early to judge results. One patient had had a recurrence, and he had repeated the operation. At the second laparotomy, he found that the ligaments were very small and had stretched considerably, although the attachment of the same to the uterus was secure. The firm adhesion of -the round li-gaments to the uterine wall is well illustrated in the drawing brought forward (see figure) , which shows a uterus that he had removed on account of recurrent inflammatory trouble, where eighteen months before a ligamentopexy and salpingostomy had been performed. With the exceptions noted above, he had been quite satisfied with the results of the operation, in so far as he had been able to judge. The uterus had remained in excellent position, was freely movable, and was not at all tender.
Until recently he had not had an opportunity of studying the effects of pregnancy after the operation. iHowever, one patient previously sterile, upon whom he had performed the operation in September last, was now in the third month of pregnancy, and so far the gestation was pursuing a perfectly normal course. He also observed that he thought the intra-abdominal operation through an abdominal incision far superior to attempts to rectify uterine displacements by extra-peritoneal or vaginal methods. The chief reason was that it is possible to see what one has to deal with and to deal with it effectively. Upon more than one occasion, when from bimanual examination it had seemed that a uterus was freely movable, he had been surprised to find numerous long and very delicate adhesions present, which bled easily upon ruptuare. These would undoubtedly give rise to further trouble if an attempt was made to operate by the Alexander-Adams or vaginal fixation methods.
Occasionally both Dr. Thomas Wilson and he had fixed the uterus by suture of the round ligaments in front of and to the anterior wall and fundus of the displaced organ, but he did not consider the ultimate result so perfect as regards position.
Gilliam's operation he disliked on the ground that it produces pockets between the round ligaments, uterus, and abdominal wall, into which a loop of intestine may very easily slip. In the few cases where the method had been tried, there certainly had been no trouble, but nevertheless the fear was constantly there, and for this reason it had been given up in favour of the " sling" operation.
Dr. FAIRBAIRN wished to speak only on the indications for the operation. Of Dr. Griffith's clear indications many would be accepted without question, because there were good reasons for an abdominal operation quite independent of ventrifixation; as, when the uterus is retroverted and more or less fixed by adhesions, because of the salpingooophoritis causing fixation; when the uterus is pressed down by a tumour, because of the tumour pressing it down; after enucleation of a fibroid from a retroverted uterus; because of the fibroid, and so on. The inflammatory condition or the tumour is the indication for operation, not the retroversion. In selected cases of prolapse also there' is a place for the operation, but the discussion showed a marked indifference of
